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Executive Summary

current vision screening rules under the authority of the State Board of Hea%h. In passing
of viston
screening to detect disorders that may significantly impact a child
the ability to learn. - '

SHB 1951 required the workgroup to consider, at a minimum
e  The benefits of complete eye exams on public sc Hdren.

e When visual screening, complete eye exams, or Oith, should take place in
preschool or kindergarten through high sch: ure readiness to learn.

e What screening techniques would be a{ in a school setting.

g at any age will be referred for a
comprehensive exam as follow ing comprehensive eye examinations
for all children entering s i ntly prohibitive due to cost.

B-1 Expand screening to pre-sc age by requiring proof of screening or exam within
12 months prior to entry into §ndergarten or initial entry into school. No child will
be excluded from sch@{entry for failure to produce proof of screening or exam.

B-2 Maintain the curre ning schedule for distance acuity at kindergarten, and
grades one, t ¢, and seven. For children who produce proof of
screening school entry, distance acuity screening in kindergarten or
Grade 1 mage watved. In addition, screening will be expanded to require stereo
vision testing iiWrade 1, and color vision testing for Red-Green Color Deficiency
in males iz}rade 1 or Grade 2. New resources are required to support this

regommefation.
C-1 vision screening programs should be allowed to adopt evidence-based screening
tec
n

es and. tools (1n addition to those required) as described in professional

referred practice patterns.
I course of their discussions, the workgroup also developed the following

nal policy considerations:

ig-l Recommend a Current Procedural Terminolo ey (CPT) code for vision screening be
Q established on a national level. Establishing vision screening as a billable

procedure would help ensure that providers include it as part of well-child visits to




detect children at an early age and have a more systematic way of identifying
children for follow-up care. '

D-2 Explore with the Washington State Insurance Commissioner a proposal that
insurance companies be required to compensate vision screening as a covered
medical benefit. '

E-1 Develop and provide educational information for parents to inform them of scho
age vision problems. New resources are required to support development a
dissemination of these materials.

traigng

F-1 Develop standards for vision screening process in Washington Stat
of screeners to promote quality assurance and support consistency am grams.

New resources are required to support development of the proc rovide on-
going training and make the standards available.
1

G-1 Parents of children with neurodevelopmental delays should jps aged through
the use of anticipatory guidance to seek a comprehensive ¢ for their
children in lieu of screening, when appropriate. - In additi®y, ent-oriented
checklist could be developed and distributed through to alert parents on

what to watch for in their children that may indicath difficulties.

The final report contains the full recommendations p& y the workgroup;

&
>
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Introduction

- Vision Disorders from a National Perspective

Vision disorders are the fourth most prevalent or widespread class of disabjlity 1l the

and comprehensive eye examinations can detect conditions that ma

and irreversible visual deficit. Permanent and irreversible vi deficit

affect school performance. Early detection increases the likelg or effective
- treatment and decreases the negative impact of these disorder

nationwide. The U.S. Preventive Services Task Force ( F) has identified that
visual impairment in young children affects five to
of these vision problems are treatable.

Vision problems are common among children and affe; 3.5 million children

nt of all preschoolers. Many

The most common vision disorders seen in chﬁme amblyopia, strabismus and
refractive errors. Amblyopia (“lazy eye”) ff aWgn®us public health problem and the most
serious of the three vision disorders listed. % e leading cause of monocular vision
loss in America. It is estimated that a Myftects five percent of the general U.S.
population and three to five percent o 00l age children (200,000 of four million
preschool children in the 11.S.), pnated two to four percent of the nation’s
children have strabismus (misalighgffent). The incidence of refractive errors is higher
than amblyopia or strabisngug, but tRp consequences are much less severe. The frequency
of occurrence of these disw“high risk” groups such as economically and socially

p to ten percent).

disadvantaged children 1@

Vision loss from amb ccurs when focusing problems, eye misalignment, or
diseases of the with normal development of the brain’s vision center. Only
during the critical pSygod of brain development early in life can the detection and
treatment of amblyopla prevent life-long vision loss. After age nine, it is generally too
late to restore V on. An estimated five million adults have irreversible vision loss due to
undetcgfed amblyopxa and over 40 million children nationwide are at risk for permanent
Visi

&

The Vision in Preschoolers Study Group: Comparison of Preschool Vision Screening Tests as
Administered by Licensed Eye Care Professionals in the Vision in Preschoolers Study. Ophthalmology
111: 637-650, 2004




Challenges in Describing the Extent of the Problem
Among School Aged Children in Washington

Role of Standards of Practice for Vision Screening‘ in
Washington Schools h

There are neither national standards for school vision screening, nor state standardyg of
practice that school districts are required to follow. As a result, equipment, mg

techniques and quality of screening vary widely from district to district and . W S

to school. Although Washington Administrative Code (WAC) rules manWg scrieni
frequency, schools may choose to screen children in additional gradegif resotmgs allow.
Distance visual acuity is the only vision screening the WAC rules ma
permissive language in the WAC about using equipment other than t
or Snellen E chart. However, many schools screen for other visi
color vision, if they desire and have the resources.

. There is no
ard Snellen
s, such as .

Usually nurses perform screening, but some disiricts also ¢ ther non-health school
staff, health assistants, and parent volunteers to screen in ols. There is a wide
disparity in the background, training, preparation, and % ¢ of scre¢ners. There is
also no uniform standard of competency for screeners ‘

~ Vision testing is recorded on forms and kept in ey Ment’s educational file. There is
no requirement that districts report the results g of Superintendent of Public
Instruction {(OSPI) in order to obtain statewid @ 3P has developed model forms,
but schools are not mandated to use th gd often develop their own. Even if
data were collected, there 1s no standard otntor collecting vision screening results
and the usefulness of the data would be qu€gtionable because of lack of uniformity and

standards of practice.

Schools or districts do not consiff track how many children fail screenings and are
referred for more compreheMgyNgggMs, how many of those children referred actually
received follow-up care any of those children required further treatment.
Therefore, it is difficult (Mggtermne how widespread vision problems are among
children in Washington State?

/

Vision gehing as a Public Health Practice

Screeniygl is prin’iary prevention activity” and a sound public health practice that can
lead to e intervention.

revention strategies can either be primary, secondary or tertiary in nature. Primary prevention activities
1y involve identifying a condition or disease in a general population. Secondary or tertiary activities
volve a specific subset of a general population such as people who are at higher risk.




There is evidence and professional support for identitying visual defects at an early a

The historical purpose of vision screening 1s to detect and treat vision problems in gffier
“to improve quality of life and may enhance learning. Evidence is inconsistent ab

relationship of early detection and treatment of vision problems to learning; th

strong evidence that early detection and treatment improves the quality of lif:

Early childhood is the most critical period of development for the vision systen® ena
child reaches the age of nine or ten years, the vision system 1s developed. 1
screening helps prevent blindness and permanent impairment from mo i1seases.
Eye disorders can be reduced or prevented with early detection ang tgm rom
public health standpoint, vision screening is an appropriate and necW cti?ity.

Issues Regarding Current Approaches to VisggScreening

Currently there is an increase in the amount of social and e omentum to improve

the way we screen our nation’s children for vision d.isord@era] states have enacted

legislation or amended laws to require screening or confYycW®sive exams prior to school
. entry. Several other states are considering similar ! n in the next year.

= School-based vision screening programn

*  Commumnity-based or office-based Pig programs.

» Comprehensive eye exams p optometrist or ophthalmologist.

A major difficulty in determini of vision screening versus comprehensive
eye exams for school-age childre hat there are conflicting recommendations among
health professionals about the best qgategies to use to detect vision problems among large
groups of children. The Arfgcan Optometric Association and the American Public

Health Association rec mprehensive vision examinations for all children

starting at six mont d at regular intervals thereafter. The American Academy
of Pediatricians and t can Academy of Ophthalmology support vision screenings
for all children and at regular intervals after that age.

In addition, there are dlIffering opinions about what screening tools are most eftective,
‘who should be g#rforming the screenings, what are the most cost effective tools to use in

a schogffsetting, who should assume the cost of referrals for comprehensive eye exams,
and t age screening should begin. There are studies underway by the National
Ingpitute oMgealth and other health entities to address some of these issues and to gather

ta,gput there currently is no sufficient body of research available to answef the many
1 rtant questions that are critical to establishing good public policy.

eloping their final recommendations for the legislature and State Board of Health
BOH), the workgroup systematically addressed these issues using evidenced-based and
ientifically-based decision making whenever possible.




This report summarizes the findings, conclusions, and recommendations of the Vision
Screening for Children Expert Workgroup.

Me‘eting the Legislative Requirements of SHB1951

The legislation directed the Department of Health (DOH) to convene a workgroupto
“reevaluate visual screening of children in public schools and make any
recommendations regarding changes to the rules.” In passing this act, the legis
recognized the importance of vision and the importance of vision screent ct
disorders that may significantly impact a child’s life skills, including the ahn fearn.
Specifically, the workgroup was asked to:

= Consider the benefits of complete eye exams for public schoo

.= Consider when visual screening, complete eye exams, or ould take place in
preschool or kindergarten through high school in order children are best
prepared for the leaming environment. )

= Consider what screening techniques would be apgte 1n a school setting.
e

Department of Health staff consulted with Office of & ndent of Public Instruction,
the State Board of Health (SBOH), the Optometricg yans of Washington, and the
Washington Academy of Eye Physicians and S @ p develop recommendations.

The legislation required that a preliminary repgmaige Wgde to SBOH and the legislature by
December 2005, and final recommendations 4§ e by December 2006.

DOH invited experts and interested pers it following groups to serve on the

workgroup: '
» Office of Superintendent oi#gblic Instruction (OSPT)
= State Board of Health (

hildren with Special Health Care Needs Program
0gy

*  Department of Healt

» Pediatric Ophtha

= Pediatric Optometry

= DOHO tometll Board

* DO rdical Quality Assurance Commission (MQAC)

= . Sglfool NurWe Orgamzation of Washington (SNOW)

. Qon Service District School Nurse Corps Supervisors (SNCS)
10

1 Association of Pediatric Nurse Practitioners {NAPNP)

' ashington Chapter of the American Academy of Pediatricians (WCAAP)
ntatives of NAPNP, WCAAP and DOH MQAC all declined the invitation to
' icipate because of previous commitments. '




The workgroup met monthly from September 2005 through August 2006.

Processes Used to Gather Information

In developing recommendations to the SBOH and the legislature, the workgr
considered the following questions:

*  What are the most common vision disorders among school-agedeghiMgren in

Washington? ‘
»  What screening is available for these disorders? 0

=  What screening tools are appropriate in a school setting}

» Should screening, complete eye exams, or both, take p % preschool through
high school? What are the benefits and barriers o "l‘

» How can parental involvement in providing for :e ;

dren’s eye care be

increased? _

» How do the current rules and authorities  the common disorders seen in
school age children? What 1s fissing?

» How does current screening require C address the common disorders
seen in school-age children? Wh sing?

The workgroup- completed and revie px{Msive hiterature review and synthesized
their research. Documents revi antng#cussed included position statements, state

- and federal policies, research su sMdies, articles, and guidelines. For
consistency of recommendations best practices, the workgroup reviewed three

comprehensive documents&
» The National Instj ealth/National Eye Institute Vision in Preschoolers

Study---a thgge udy over a period of six years involving 1,400
preschoolers. ‘ ,

» ToSeeo 0 >ee: Screening the Vision of Children in School—a
-comprehensi idehne published in July 2005 by the National Association of
School Nyrses (NASN). Reviewers included pediatric ophthalmologists, pediatric

tomet#ists, school nurses and representatives from the U.S. Department of
ducation and U.S. Department of Health and Human Services.

G lines for viston screening from Prevent Blindness America.

orkgroup also discussed applicable legal authority to determine whether
ecomgendations would require a change in the current Washington Administrative Code
} or Revised Code of Washington (RCW). In Washington State, RCW
8A.210.020 governs the vision screening for children in public schools. It grants school
ards the authority to require screening for visual acuity of “all children attending
schools in their districts...” This statute requires the State Board of Health (SBOH) to
. consult with the Office of Superintendent of Public Instruction (OSPI) regarding the




specifics of the administration of the screehings including the qualifications of the
persons who provide the screenings.

The specific rules governing this statute (WAC 246-760) are under the jurisdiction an
authority of the SBOH. They require screening to be conducted in kindergarten, an
grades one, two, three, five and seven; or anytime a child shows signs of vision loss.
“addition, if resources permit, schools may annuatly screen children in other grade leve
These regulations also specify the frequency of screening, the equipment to be us
procedure, the referral process for failed screenings and the qualifications of vig

screening personnel. Currently, ophthalmologists, optometrists, opticiang angsagher:
a conflict of interest are prohibited from performing vision screening in a @ Eiti
Guest speakers from Washington State agencies, including public eduglion presented the
following information to the group:

» How school screening works in practice in the real wor-ld@c ool nurses from

Benton-Franklin and King counties).

= The jurisdictional boundaries and regulations for pr ers (Healthy Child
Care Washington, Department of Social and Healy ices/Division of
Childcare and Early Learning, Community, Tr: ,Vconomic
Development/Early Childhood Education andaggsistanice Program).

A
4 -

7

mlmprovement Act law and
intendent of Public Instruction).

» Regulations around the new Disabilities
special education regulations (Office of

In addition to Washington State expérts the
~and Minnesota. These states recently e
exams prior to school entry and have fou

up consulted with Massachusetts
tion requiring comprehensive vision
reative ways to fund those initiatives.

A broad array of stakeholders wer%for input. Executive Diversity Services/MGS
Consulting developed a proces older engagement for the workgroup (See

Appendix D). A database st ¥ers including parents, school administrators,
school staff, local school bo M Cational service districts, and private providers was
compiled. Once the w. pleted draft recommendations, input was gathered
from a broader stakehold ience using a variety of media that included a web-based
survey, focus groups, and individual interviews with stakeholders. -

Final recommgffdations were reached by consensus.

Rec endations and Additional Issues for
tion

Kilcc legislation asked to consider three issues, the expert workgroup also considered
@ or reMted issues and has offered recommendations for consideration on these as well.




I Recommendations to meet the minimum requirements of
SHB1951 '

Cd

* Recommendation A-1: Complete eye exams for children are consid @ )
standard® by most health care providers; however, the cost, access to P

b
- and resources needed to provide or mandate comprehensive examigations for all
C

ISSUE A: Consider the benefits of comp]ete eye exams for public school chil

old

children is currently prohibitive. Children who fail the school sgreeMgng at any
age will be referred for a comprehensive exam as specified in t WAC
rules. :
ISSUE B: Consider when visual screening, complete eye exatMu or both, should take
place in preschool or kindergarten through high school in ord Wysure children are

best prepared for the learning environment.
* Recommendation B-1: Require proof of scree i\@nam prior to school entry.

Support earlier detection of Vision-threatenhAders through expanded
screening to preschool age by requiring py % screening or exam within 12

months prior to entry into kindergarten entry into school. No child will
be excluded from school entry for fail&produce proof of screening or exam.

This recommendation requires a ¢ @ b both the RCW and the WAC rules.
The RCW currently only gives for screening vision for “children
attending school” and not for ol-age children.

081

Research shows that earh
diseases allows for more ci¥gctive treatment of these disorders. Preschool
screening is also sm il a Healthy People 2010 objective, a set of national
health objectives gagg by the U.S. Department of Health and Human
Services. P sitiments from American Academy of Ophthalmology,
W ssociation, American Public Health Association, and

of Pediatrics also support early detection and treatment of
vision pro s through screening of preschool-age children. Other states
including Kenf®cky, Michigan, Kansas, Washington DC, and Massachusetts have
implemggted preschool vision screening requirements and could provide valuable

\formation on their experience.
e the expert workgroup strongly supports this recommendation, they also

Qacknowledge the barriers to implementation at this time. Some of the factors to

‘of treatable vision-threatening childhood

consider to ensure the success of an RCW change and implementation plan are
offered below:

A number of professional provider organizations support this premise. Complete eye exams are diagnostic
in nature and are performed by credentialed professionals using sophisticated equipment. Screening is
often performed by lay persons whose purpose is to identify potential problems and refer for more
comprehensive testing. '

.

11




» Timing of reforms proposed by Washington Learns Early Learning Council,
which could impact this recommendation.

“» The newly created Department of Early Leaming may have authority for
preschool-age children, but is not yet up and running. 1f they have the
authority, they must be consulted.

» Concerns of stakeholders, particularly school nurses and administrators, ab
the burden to schools and lack of resources will need to be addressed.

(option one) or upon their first entry into public school (option two). For op¥ e, the
‘major concerns cited by all of the stakeholder groups was cost to par®g and schools,
follow-up and access to providers and implementation concerns. (Se ndix D for
the full report). '

» Recommendation B-2: Expanded Screening and Screen@yls

Maintain the current screening schedule for distanc at kindergarten, and
grades one, two, three, five, and seven. For childgs o produce proof of
screening or exam at school entry, screening fogd @ e acuity in kindergarten or

Grade 1 may be waived. K

Inn addition to distance acuity, screening i @ | should be expanded to require
stereo vision testing in Grade 1, and ¢ W testing for Red-Green Color
Deficiency in males in Grade 1 or Gr ny’child who fails the vision
screening at any age will be ref or
recommendation will require a clange.

Resources will need to be Mggecated ® support stereo vision and color vision
testing in each school as pg vision screening process. Increased resource
needs include new tools % cening stereo vision and color deficiency as well as

increased time for s s to screen or supervise screening activities.

As with recommendatiorl S gathered stakeholder input on the proposal to expand
the vision screening that curfgtly takes place at school for children in kindergarten and
grades, one, two, three, gve, and seven. The major concerns cited by stakeholder groups
were training, curacgiabiﬁty, and cost to parents and schools.

For reco pns B-1 and B-2, the stakeholder groups comprised of parents, health
care proigfsionals, ®d eye care professionals indicated moderate support, but had
signifi cerns regarding how these options would be implemented. The
stakehold Mggoup of school personnel generally did not support either option.

onsider what screening techniques would be appropriate in a school setting.

ecommendation C-1: All vision screening programs should be allowed to
adopt evidence-based screening techniques and tools (in addition to those required
for distance visual acuity testing, stereo vision testing and color vision testing for




Red-Green Color Deficiency) as described in professional preferred practice
patterns. These techniques and tools may include:

» Near vision testing (Grade 2 and above)

» Autorefraction | -
» Photoscreening

» Computerized testing tools

» Cover testing

» Parental checklist for vision problems Q

This recommendation requires 8 WAC change.

ll. Other issues considered by the Expert up

- ISSUE D: Reimbursement for Providers for Vision Scige
=  Recommendation I-1: A Current Procedu mology (CPT) code for
vision screening should be established on gfnMgnal level. Establishment of a
CPT code for vision screening as a billagsQgrogedure would help ensure that
‘providers include it as part of well-chiMgisits to detect children at an early age

who require further examination ang®™gi™®ent and have a more systematic way of
identifying children for follow-up

= Recommendation D-2: Afte lysis, including input from stakeholders,
explore with the Washi S surance Commissioner a proposal that
insurance companies be mpensate vision screening as a covered
medical benefit.

ISSUE E: Educational Ianﬂ for Parents

= Recommendatig @ Provide educational information to parents to inform
flon problems. There is no authority to require creating and

sy tion for parents. Information could be developed, in

vith OSPI, Washington Academy of Eye Physicians and Surgeons
(WAEPS), and®ptometric Physicians of Washington (OPW) to be distributed in
schools g part of the communication to parents that occurs at the start of each

hool year. In order to provide this information, new resources are required to
port the development and dissemination of these materials. Schools are
a required to provide a broad array of information to parents.

F: Standards for Screening, Training of Screeners

Recommendation F-1: Develop standards and a process to train both lay and
professional screeners.

Currently no national or state standards for the vision screening process or for
traming lay and professional screeners. Lay screeners might include parents,
Q Lion’s Club members, or other members of the conumunity. Professional

13




screeners include school nurses, physicians, and professional staff in vision care
offices. Developing standards would promote quality assurance and support
consistency among programs. Standards could be developed, in consultation wit
OSPI, the Department of Early Learning, SBOH, WAEPS and OPW. New
resources would need to be allocated to support development of the process,
provide on-going training, and make the standards available. The American
Academy of Pediatrics (AAP) standards for vision screening should be

recommended 1n any educational documents and be used to guide standar.
development for vision screening in Washington State.

ISSUE G: Anticipatory Guidance for Parents. Q
* Recommendation G-1: Although no consistent definition OEeurode elop-

mental delay” is used in Washington State, it is understood t ren with
diagnosed neurodevelopmental delays often have vision prg well as other
disabilities. Parents of these children should be encoura ugh the use of
anticipatory guidance to seek a comprehensive eye exa ir children in lieu

of screening when appropriate. Additionally, a paregioMented checklist could be
provided to alert parents on what to watch for in thes en that may indicate
visual difficulties. This checklist could be distrib @ a variety of ways

»

including posting to websites, sending home \( school information, or

posting in provider offices. :

o

N
&
Q




Conclusion

Screening children for visual deficits at an early age is good public health pra
prevent permanent visual deficits due to certain conditions, and has the pote
enhance a child’s readiness to learn. The workgroup recommends requiring PRg
screening or an exam prior to school entry, and expanded screening and asgociatec
to evaluate for some conditions. "

This report contained a number of other considerations to compl WO
accomplished under Substitute House Bill 1951. One important con ion would be
educating providers, parents, and the larger community about®gg importance of vision

screening. Furthermore, there should be efforts to enhance t Wil quality of vision
screening and a commitment to evaluate the outcome of the:e \

15
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APPENDIX A—Expert Workgroup Members

Visibn Exéms for Children

SHB1951
Expert Workgroup
Linda Barnhart, PHNC David Epley, MD

" Department of Health Pediatric Ophthalmologist
CSHCN Eye Associates No est
P.O. Box 47880 1101 Madison St., 00
Olympia, WA. 98504-7880 Seattle, WA 98104
360-236-3491 206-215-2020
FAX: 360-586-7868 _ FAX: 206-21
Email: linda.barnhart@doh.wa.qov Email: Kde

H
Sammamish, WA 98074-4518 P ox 47863
Home: 425-868-0700 , WA 98504-7863
Cell: 425-785-1447 @ p36-4947
Email: Freedman@u.washington.edu ¥ 360-586-4359

Howard Freedman, MD Judy LG
Pediatric Ophthalmologist, Retired Depa @ of Health
3113 E Lake Sammamish Parkway NE cgfion 4

A

Freedmanh@comcast.net ma%: judy haenke@doh.wa.gov

Lynn Nelson, RN, MSN aren Preston, OD

School Nurse Corps Supervisor Pediatric Optometric Physician

ESD 113 1432 166™ Place NE

601 McPhee Road SW \ Bellevue, WA 98008

Olympia, WA_98502-5080 . 425-562-6208

360-586-4672 Email: Kpreston@oz.net

FAX: 360-586-1133 : )

Email: Inelson@esd113’ -us

Pat Revell Beth Siemon, Convener

SNOW Department of Health

300 Columbia Pojt Dr. I-136 Child & Adolescent Health
WA, 99352 P.O. Box 47880

Richlan
A00-943-5144 Olympia, WA. 98504-7880
67-6050 360-236-3516 :
@owt.com email: beth.siemon@doh.wa.gov

(Gayle Thronson, Program Supervisor

: : QSPI
hitrnan Ave NE Old Capital Bldg.
enton, WA, 98059 PO BOX 47200
me: 425-226-0350 " Olympia, WA 98504
ork: 360-725-6040
Email: rasmith123@juno.com FAX: 360-664-3028

Email: gthronson{@ospi.wednet.edu




. Tara Wolff, Health Policy Advisor
State Board of Health
P.O. Box 47990
Olympia, WA. 98504-7990
360-236-4101
FAX: 360-236-4088
Emait: tara.wolff@doh.wa.goy

Alternate:
Charles Chu, DPM

State Board of Health
4140 128" Avenue SE, Suite 1B

Bellevue, WA. 98006
425-644-2313
FAX: 425-644-4739

Email: creb456@msn.com
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'APPENDIX B—Copy of Substitute House Bill 1951

SUBSTITUTE HOUSE BILL 1951

AS AMENDED BY THE SENATE .

‘Passed Legislature - 2005 Regular Session

State of Washington 5%th Legislature 2005 Regular Session
By House Committee on Education (originally sponsored by

Representatives Quall, Talcott, Haler, Morrell, Campbkell,
O'Brien,Hanking, Kagl and McDermott)

READ FIRST TIME 03/07/05.

aad

AN ACT Relating to vision exams for school-aged chil and

creating new sections.

)

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF W
NEW SECTION.  Sec. 1. The legislature finds that:
{1) Vision is one of the primary senses used ingt

3

4

5 1v learning
& process;

7

8

{2) Vision problems affecting preschool and age children can
impact a child's ability to lsarn; o
9 {3) Economically disadvantaged children hg s access to health
10 care and therefore, may have a proporti preater likelihood of
11 having undiagnesed visicon problems thaglmay™erfect their ability to
12 learn;

13 (4) vision problems in young childr e misinterpreted as
14 neurodevelopmental delay or as leal fisabilities; and

15 (5) Current screening for visua at distance is insufficient
16 to detect all vision defects.

17 NEW SECTION. Sec. 2. (1) The de nt of health shall convens
p. 1 SHB 1951.PL .

1 a work group to reevaluate creening of children in public

2 schools and make any recomme tions regarding changes to the rules.

3 In developing its rec endat s, the work group shall, at a minimum:
4 {a) Consider the bene ci complete eye exams on public school

5 children;

6 {b) Consider when vi
- .
8

9

10

i1

Creening, complete eye exams, or both
hool or kindergarten through high school in
are best prepared for the learning

should take pla
order to ensure <
environment;
(c) Consider
school setting.
12 (2) In developing¥the recommendations, the department of health
13 shall consu with the office of the superintendent of public
14 inst uctioﬂi’the state board of health, the optometric physicians of

at screening techniques would be appropriate in a

e work group shall make a preliminary report to the
ure and the state board of health by December i, 2005. The
shall make final recommendations to the legislature and to
state board cof health by December 1, 2006.
} If specific funding for this act is not referenced by biill or
ter number in the biennial omnibus appropriations act by June 30,
, this act is null and wvoid.

__.._ END -
SHE 1951.PL p. 2

ngton, and the Washington academy of eye physicians and surgecns.
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Cost and Benefit Discussion on '
Vision Screening of School-Age Children

September 2006

Cost and Benefit Assumptions, Methodology, and Data
This section will look at costs and benefits of the key recommendation ped by the

Vision Screening for Children Expert Workgroup: 1) requiring s or cyams prior
to school entry; and 2) expanding screening and screening tools.

Assumptions
Costs of either screening or comprehensive exams can be one LOSts Or ongoing.
Costs are also associated with leaving visual impairment 6@1 aied. Benefits are most
often realized over time. Benefits may include identifygn 8 ;,é eed for vision treatment

- that might have otherwise gone undetected, as well ag thiybenefits of obtaining treatment

sooner rather than later. Additionally, benefits ma not only actual financial
costs and benefits, but those that are intangible t 'a financial value is associated
such as ability to engage in appropriate develg ctivities or compete in the job
market. , {

- Methedolegy ' B
“The basis of this analysis is derived fi oWyl for determining cost effectiveness

" developed by Abt Associates, Ing. for ion Council of America on the impact and
cost of eye exams for children ( ¢ most definitive analysis in the literature
and helps to quantify some of the \ffect and indirect costs associated with screening,
exams, and treatment’’. TRe,visual§npairment that was analyzed for this model was
amblyopia. This visual de&as also identified by the workgroup as one of the most

common in children and@a can have devastating effects if not treated early.

In this model, cost effOWggehiess is assessed using a cost-utility analysis in which the
benefits associaf! intervention, which result from earlier detection and
treatment, are comp against the costs associated with the exams. The goal of this
analysis was to eyaluate whether the improvements in health that might result from
comprehensivedfxams justify the expenditures relative to other choices.

Be e measured in terms of additional quality using a quality adjusted life years
(QALY) m@ysurement. A QALY takes into account the quantity and the quality of life
negfted by healthcare interventions, and provides a common unit of measurement for
coMgaring the benefits that rise from various interventions. The scale used is generally
i®one, where zero is defined as being equivalent to death and one as equivalent to
timal health. When combined with information on costs of the interventions, it is
ssible to calculate the cost per quality adjusted life year. While this measure has
imitations, it allows for measuring marginal costs and benefits of one intervention over

‘ : another.
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In the U.S., there is no standard accepted threshold for QALY ; however, it is commonly
accepted that a cost effectiveness of $50,000 or less per QALY is considered cost
effective. A cost effectiveness of $20,000 or less per QALY is considered very cost
effective. . '

Cost effectiveness of various interventions for amblyopia depends on several
parameters”: o - .
1. Prevalence of amblyopia: Few studies have measured the prevalence using a

nationally representative sample. The studies available vary in their estim

blindness ‘and saving sight, estimates prevalence for amblyopia of
per cent. They identify that this prevalence is higher in the medi

2.. Sensitivity and specificity of comprehensive exams and vision s
concern about the quality of routine vision screening is a maj for supporting
comprehensive eye exams, there are limitations in the liter ngfthe literature is
not conclusive on this topic. ' _

3. Costs associated with vision screenings, comprehensiyg and treatment:
ﬁb

Comprehensive eye exams are commonly used as th standard” to measure the
~ performance of vision screenings because it is ass they are more accurate

and more sensitive than screenings. By using comMghensive eye exams as a “gold
standard”, it is assumed they have higher sens; antd specificity (see Appendix A).
Because comprehensive eye exams are provi ither an ophthalmologist or an
optometrist, the children at least have an | oMgct with a professional provider.
This does not, however, ensure that foilo re is accessed by parents.

4. Probability of success of the treat t which treatment is initiated:

Success of treatment and long-term b&qyffits depends on the age the condition is
identified and treatment. The wh identification, the more benefit derived from

treatment.

Costs of Community-bas
Lion’s Club sponsored even
Before discussing the ¢ of school based screening, it is important to look at
alternative venues for scree and the costs and benefits associated with them. The .
cost in 2004 dollars for community screening programs was estimated at $15.00 per
child. Additiongl cost 45timates associated with screening include subsequent eye exams
as part of usugfeye care ($47), costs associated with false positive screenings ($6) and
cost of trea 29) for a screening cost per child of $97'7. This cost is much less than
comparalt costs 18a comprehensive exam which total $259. (See breakdown of costs
i1 next 4gctigh). S

o ~-based Screening (includes well-child exams,
er community programs)

ing reliability, screening tests have a sensitivity measure of 65 per cent
cificity measure of 90 per cent compared to comprehensive exams which have a
measure of 95 per cent and a specificity measure of 98 per cent'’. The lower
tivity, the more children with vision problems are missed and not referred for
oropriate follow up care. The higher the specificity, the fewer false positives occur. It
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“follows, then, that screening tests are less reliable i picking up all of the children who
may have a problem and also have a higher likelihood of a false positive referral b
identifying children for a condition that does not actually exist.
While screening programs clearly cost less per successful treatment than comf )
exams, these higher rates of false positive referrals generate additional costs 8
benefits in terms of treating amblyopia. In addition, more children are missed VW
actually should be referred for a condition. There is also a cost associated§ith those
children that are left undetected and untreated.
Additionally, little is known about how children are screened in co offoffice
programs and how many are referred for diagnostic follow-upg Chargc®lor provider
él

visits are generally wrapped into Early Periodic Screening Di s and Treatment
(EPSDT) exams and paid for by private or public insurance.

" Costs to Schools for Vision Screening @
School-based screening programs are provided at no ch&e parents, are intended to
“identify children at risk for a condition, and are prov en the prevalence of a
condition is substantial. Costs of vision screcﬁn@xools can include several

considerations': : &
1. Cost to school districts to conduct the ng

Staff time for preparation (pos alg} notification, set up of room(s), training
of volunteers). .

a  Staff time for screening.

o Staff time for follow-up ( mentation, referral letter, follow-up with parents).
a

a

O

Building costs (heat, light, rm space, phone). -
- Miscellaneous supp screening tools, forms, copying).

2. Cost to childre 3 @ nd well being and time in schools

treatment.
o Cost ofﬂse negatives—children who passed the screening but need treatment.

o gost to parents for complete eye exam if referred (time off work, transportation,
follow-up appointments). )

: Qaﬁonal Association of School Nurses (NASN} Guidelines, 2005, a cost analysis
. N 0
SC

ion screening in schools is provided'. It assumes a screening program with one
e health aide and screening for 500 students. Because costs vary across the
untry, cost averages were used in the calculations. The screening time used was five
ays with two days of preparation and planning, and three days for referral of students
: nd follow-up. The total cost of the screening was calculated at $3,266.25. This
averaged out to $466.61 per day or $6.53 per student. Using the cost of $15 per
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screening in a community program, it would appear that screening in a school 1s more
cost effective.

Several studies using reimbursement codes as reference points reinforced this finding
concluded that screening in schools is far less expensive than comparable screening §
other venues of the health care systems'. It is estimated that the provision of health
services in schools in many U.S. school districts is less than 1 per cent of the district’s
annual budget, and the percentage of health services dollars devoted strictly to scr8gni
activities is a fraction of that'”. :

Consideration needs to be given, however, to the wide variety of quality in
any s

place in each school which influences the reliability of the screening. 0ols use
- parent or staff volunteers who may not be well trained and who do ng good inter-
rater reliability. The decreased quality may result in a higher numbe; e negatives

(those children who were not detected but should have been) as igher number
of false positives (those children who were detected but shouldgn¥§ é s been). It should
be noted also that the screening environment is often not ideal t§mimize notse and
distractions that can particularly influence younger childre

In the 2004-05 school year in Washington State, 194 dgst t of a total of 296
districts reported to the Office of Superintendent of P&Instruction (OSPI) that
127,989 students in grades K, 1,2,3,5, and 7 were ed for vision. Using an average
of $6.53 per student, the total cost to those schog ing was $835,768.17. _
(Washington State data from OSPI School N -~ As noted in Section 1, it is
widely understood that untreated visual deficigg@affect the quality of life and influence
future activities and choices. It is less ess supported by evidence that
detection of vision deficits improves educiffonal learning outcomes which is the primary

concemn of school administrators am oards. If the cost associated with stall and
1n

student time necessary for vision s ing cannot be justified in terms of educational

outcomes, it will be less likely t jewed as a priority activity by school
‘administrators.

The cost for referrals 1s’ ern for school districts. While this is generally the
‘responsibility of the parent, child is special education eligible, schools may be
responsible to cover the gost of a comprehensive exam as part of an educational
assessment if the exa found to be educationally relevant. With 9,000 students
deemed eligibgl for special education every year in Washington State, and the cost of a
comprehen m estimated at $175, the cost to the schools could be as high as
$157,5004% only 1™per cent of those eligible students are referred for comprehensive eye
exams.

Be chool Screening Program

The fits of a school screening program are significant compared to a community or
Wce-sed screening programlg. There is ready access to the target population and it

P for screening a large number of students who would not have access to other
kcening venues—students are a captive audience for several hours each day. Several
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studies confirm that approximately 75 per cent of all students with vision problems wg¢'

- first identified in a school setting'”. Part of the reason for this s that pediatricians gfffen
defer screening, particularly on younger children, to schools. Another reason is t
screenings at schools are part of a well established and known system. There g
larger nambers of three and four year olds enrolled in publicly or privately
programs that are attached to schools or known by them, so there is increasiny
access to this younger population group. In addition, as many school nurses w1l
vision screening failure may lead to the discovery of other health related pqgblems that
have not been identified, i.e., vision may be only one of several proble tudent 1s

experiencing. Q
Cost of Comprehensive Exams . :

The cost of comprehensive exams using Medicaid reimbursenysdata for 2004 was $85.
The cost of a comprehensive eye exam using other insurance ;
Additional cost estimates associated with an exam includ Juent eye exam as part
of usual eye care ($47), costs associated with false posijfxalh ($2), and treatment
costs ($35) for a total cost per child of $259"7.

The cost per QALY for a comprehensive exam w hnated at $28,727 more than for
vision screening'’. In looking at the value and ailFolthough the cost is much higher
per child, a much higher percentage of childrerMggth conditions requiring follow-up are
identified through a comprehensive exam § yrough screening. In addition, there are
fewer false positives because of the highe 1city of the tests used, the controlled
environment, and the professional sta @ prson conducting the exam.

Costs Associated with Treatm

It is well known and documented e literature that earlier detection and treatment for
amblyopia is beneficial; hqggver, t8 American Academy of Ophthalmology indicates
that amblyopia is amenabl eatment only up to nine or ten years of age.

Early detection incr
impact and leads to a
more of the foll
function of initial vi

compliance. ,

There little data available on the lifetime costs of treating amblyopia. A study

in the February 2004 issue of Pediatrics™ estimated the total mean cost of
atment was $1,623. This cost estimate includes medical treatment,

fian charges, anesthesia charges, surgical center fees, and postoperative medication.
sts are assumed to vary based on the age at which treatment begins, but are

se the same whether the patient was referred from a comprehensive exam or a
sion screening.

eelihood of effective treatment, decreases the negative
0

uicome than later treatment. Treatment may include one or
ching, eye drops, glasses, surgery. The treatment outcome is a
acuity and type of amblyopia, treatment efficacy, duration, and

ther less tangible costs are also associated with a failure to detect and treat a child at an
carly age resulting in irreversible visual defects, an increased risk of blindness, and later
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_restrictions in educational and occupational opportunities across the lifespan'’.
According to a fact sheet developed by the American Academy of Pediatrics Project
Universal Preschool Vision Screening, “...children with...impaired vision may have
greater difficulty learning, have trouble participating in organized sports and recreatio,
activities, have limited employment options, may have increased morbidity or morta
due to accidents, and have difficulty with psychosocial development.*® One CDC
supported study reported in the January 2004 Morbidity and Mortality Weekly Report

(MMWR) calculated the total average lifetime costs of a person with vision impaiRgent

. at $601,000. Only a small fraction of this could be attributed to medical costs.

noil

majority of the costs were non-medical direct costs (i.e. home modificatigns,
medical indirect costs {special education, decreased mobility and decrease

employability). _
One outward sign of ambiyopia can be crossed eyes. Studies have possed-eyed

individuals are perceived as less intelligent and discriminated ag@ demically,

professionally, and socially. Emotional consequences may inc ren being viewed
as “abnormal”, interpersonal skills being affected including dechgase@ self-confidence
and poor eye contact, and parents that experience guilt and emselves for not
detecting problems carlier'’.

In terms of professional discrimination, some profess&;fzquire good binocular vision
and therefore exclude persons with visual defects, 1 study on the effect of
amblyopia on career choices identified 30 occupa to which visual requirements
would restrict persons with amblyopia from field'”. Income levels of
individuals are also affected. Datafrony the 1 Academy of Sciences national
Health Interview Survey (2001) sugges impairment is associated with lower
income. The mean income was $3,600 pQgffear less for those individuals with a visual

- impairment (excluding blindness)
One 1997 study at Untversity-o xﬂso suggested negative aspects to treatment.

Quality of life might be re ese wearing glasses and intermittént patching has a

negative impact. Children in udy did not like wearing glasses or patches and
parents were distressed o these measures' . However, other studies conclude
that there 1s insufficient dat®g understand what might happen to children whose
amblyopia goes untrea?. B '

At an approxjgfate treatment cost of $1,600 and a 75 per cent chance of successful
treatment ifdfc Mg carly, the gain in terms of QALY s associated with successful
treatmenigff ambly®pia are relatively high and treatment can be considered highly cost

e cost per QALY is calculated at between $1800 and $2281, which is very
cost effec This suggests that the screening or exam program that gets the most

prehensive exams may be offset by the gains that result from additional children
uccessfully identified and treated. '

Page 8




Discussion’
There are three major approaches to identifying children with vision problems,
o School-based vision screening programs.

o Community-based or office-based screening programs (well- ch1ld visits, Lio tub).
Q Comprehenswe exams by optometrist or ophthalmologist. -

Each of these approaches has its benefits and its challenges. We g u t e
childhood 1s the most critical period of development for the vision en a child
reaches the age of nine or ten years, the vision system has fint d deV bping and it is

. not usually possible to make improvements to counteract the of amblyopia. Early
diagnosis and treatment is critical to improving or restoring v normal. If left
untreated permanent reduction in sight, loss of depth pe and possibly ﬁmc’ﬂonal

blindness can occur
Vision is critical for conducting activities of dally %d affects developmental

learning, communication, work life, health, and g . of life®. The cost of blindness is
substantial and potentially devastating to the 1 n terms of lost opportunity and
income, and to society through disability an rt payments'’.

The Centers for Disease Control and Preye
surveys and reports to estimate the di
.~ four developmental disabilities 'cludl
in 2003 dollars for a person bo % impairment in 2000 is expected to total
$566,000. (These are costs atiribiN@ble to the impairment above ordinary costs incurred
by unaffected persons in t .S. p@ulation). This underscores the need to reduce the
prevalence of these conditkl% prevent development of secondary conditions’.

CDC) has analyzed data from multiple
\ Mirect economic costs associated with
Fual impairment. The estimated lifetime cost

While the benefits
and demonstrated. b
examined and pr
barriers need to be a

eening and comprehensive vision exams can be quantified
exist that influence how and when children are screened or
ams or services from being implemented successfully. These
essed and overcome to assure that early detection and treatment

uacy of optometrist and ophthalmologist workforce to provide exams and
p treatment: Even in urban areas, there are not enough eye care providers to
[low-up treatment. The wait time for appointments 1s often several months.
en if a provider is available, not all providers will sec children and not all providers
i1l accept medical coupons. The number of physicians available per 100,000 in
ous locales was identified by Department of Health (DOH) Office of Community
and Rural Health data from 2005. In urban areas there were 74 primary care
physicians and 135 specialty physicians: In rural areas there were 62 primary care
physicians and 78 specialty physicians.
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Q Barriers in rural areas: According to DOH Office of Community and Rural Health data
from 2005, 12.5 per cent of the state population (784,000 persons) resided in rural counties .
. which comprise 59.4 per cent of Washington’s land area. - There are fewer providers in rural
areas so parents may need to travel great distances for an appointment. Lack of personal a
public transportation can be a significant barrier for families.

Q Poverty and access to care: According to DOH Office of Community and Rural Health
for 2005, rural populations (12.5 per cent of the state population) are more likely to liye in
poverty (below 100 per cent of the Federal Poverty Level) and have significantly low
median incomes. In addition, rural populations are more likely to be enrolled in - )
and lack health insurance. According to Children’s Alliance Child Facts, i on
State, an estimated 138,385 school-aged children (aged 5 to 17) live in pove
-represents nearly 13 per cent of all school children in Washington (US ggnsus Bi¥eau
estimates, 2003). Also, children with health insurance tend to be in be@ which leads

to improved school health. In Washington State, 167,000 children (10 f children

under 19) have no health insurance.

Q Compliance by pediatricians in following their own profession Q’ds for screening
and referral”®: The American Academy of Ophthalmology ends that all children
have their vision checked by their pediatrician, family phygsmgp or 9phthaimologist at or

before their fourth birthday. However, pediatricians wholflo ha¥¥e access to this population
often defer visual screening because of the challenge i g young and sometimes
uncooperative children. A random sample survey segt
indicated that many pediatricians do not follow
referral, especially in younger children. Two-thir diatricians do not begin visnal

acuity testing at age three years as reconumen Mgout one-fifth do not test until age

five years. In addition, one-fourth do not pe ver lests or stercopsis testing at any age. -

491 physicians nationwide
efines for vision screening and

O  Preschool-aged access: Even though vi disOrders among preschool-aged children are
' common, screening of this age group rem¥gs infrequents. While schools have increasing
~access to three and four year oldsNeteschoolers as a whole are a non-captive audience, i.e.,

they do not gather in any particu and it is difficult to collect data on numbers and
results.

a Parental information and fo up: Low follow-up rates and delayed treatment are typical.
The rate that has typic ported 1s 33 per cent. Treatment 15 ofien delayed two years

or more after repeated lettgand follow-up'®.

Screening and Comprevnsive Eye Exams are Cost Effective
Although eye egffins are more costly than screening, by using a QALY measurement for

determining fectiveness, eye exams and screening are both considered to be very cost
effective.
Even th ey are more costly to perform, comprehensive eye exams are considered by all eye

caregrofessMgals to be the “gold standard” for detecting amblyopia and other vision problems in
eral studies also suggest that eye exams are more effective than vision screenings
f ensuring appropnate treatment for amblyopia. However, as previously noted, barriers
ack of providers, lack of access to providers, and lack of insurance to pay for exams

e impetus to look at screening programs as a more cost effective alternative.
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The treatment of amblyopia, compared with the cost of managing other common, chronic heal
problems, is moderately mexpensive and, therefore, very cost effective’”. As a result, spenghg
additional dollars on interventions that detect and treat large numbers of children with a 0
are also highly cost effective.

Therefore, the screening or exam program that gets the most children into treatment
cost effective intervention. Additional costs associated with comprehensive exams

agree that vision screening as opposed to a full eye exam for every chilgig
way to protect children and extend precious health care resources . Ped™
are divided on the benefits of screening programs.

Quality Assurance of Screening Programs is Limited and Outcd
Quantify )
There is an absence of evaluative studies i the U.S. looking icacy of vision screening in
schools, and little is known about the wide variety of comm¥g1 eening programs. A lack of
standardization of vision screcning methods and techni e it difficult to determine
outcome measures to evaluate program effectiveness. 0

countries with universal health care. Studies need to
of publicly funded programs

\

; he recent studies come from
@ e that look at the cost-effectiveness

% avlack of quality control and
WNgoghetency to conduct screenings with
andards of competency for vision screeners

With no state {or national) standards in place, §
standardization. Screeners lack the traimng a
consistent quality and there are no nationg
to assure an assessment of consistent qua

Traditional vision screening tests ar enced by the competency and interpretation of the
screener, the response of the child andfhe environment in which testing occurs. In addition,
traditional vision screening tOyg requirda cooperative and verbal child®. It is more difficult to get
accurate results if the child igpr al, uncooperative, or unable to follow directions as are the
- pre-school age children. @ pe tests also lack the specificity and sensitivity of more

sophisticated tools so &y gfbduce a significantly higher percentage of false positives and
false negatives. gsting tools such as photosereeners and autorefractors are being

" developed which screener’s skills and a child’s cooperation, they are very costly,
require more time per Wgld, and are not designed to detect evidence of amblyopia, one of the -
most commeon and most treatable vision defects that has devastating consequences if not treated.

Schoolgision Screening Should Continue Even Though Barriers Exist
In th 04 report, the Amblyopia Foundation concluded that there were compelling benefits to
pegormin ss vision screening for school-aged children as well as pre-school children'.
ilegichools may acknowledge the benefit, they have limited funding to meet an increasing
r of mandates. The student and staff hours devoted to in-school screenings may not be
_seeiig cost effective by.school boards and school administrators.

terms of screening standardization, there is a complete absence of widely endorsed, age-

mprehensive (birth-22) set of national standards for school screening that recommend
ethodology, frequency of screening , visual functions to assess, and criteria for referral. There

. : also are no comprehensive recommendations or clinical practice standards endorsed by all the

professional groups that identify specific criteria to be used 1n screening programs. Without that,
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~ it is difficult to collect data to help answer some of the Washington spec1ﬁe questions on
prevalence referral practices, and screening processes.

While there is a lack of screening standardization, the U.S. Preventive Services Task Force found
"no evidence of any harm resulting from screening or from false-positive results. They conchyffed
that the benefits of screening are likely to outweigh any potential harm’. ‘ ’

More Studies and Data Are Needed to Evaluate Outcomes of Screening Progiams
Currently, there is an unprecedented amount of social and political momentum to improve€he
way we screen our nation’s children for vision disorders. Increasing the number of ¢ at

receive vision screenings is a stated goal of U.S. Department of Health and H To
Healthy People 2010 Inttiative and Project Umiversal Pre-School Vision Screenin

mtroduced in some states to mandate full eye examinations for all children f
school. Although such legistation appears laudable at first glance, it is gl ;
implement on a national scale using public funds. At a conservative edingfitdpf $50-$100 per
child, such a program would cost billions of dollars every year. '

A number of states, including Washington, are looking at creatg st effective ways to
address vision problems in children. Thirty-nine states and @ on D.C. are moving toward
recommendations to provide screening prior to school entryfinSwadfodically thereafter'®. This is
ane of the recommendations put forward by the Vision ScroWgng Expert Workgroup. How
creatively states decide to fund mandates will influen ctess of the program that 1s
implemented. Kentucky was the first state to mandate thensive eye exams for all children
entering school. The state provides funds for tho ho are uninsured. Massachusetts
also requires comprehensive eye exams prior to sOgol ghtry and funds their initiative with their
tobacco settlement dollars.

Recently, an innovative model for vision screding based on a finder fee system was proposed at

the March 2006 meeting of the Ame Acad@my of Physicians and Ophthalmologic Surgeons

by Dr. David L. Guyton. The model gro that there would be a payer or source of funds
% thai would pay a finder’s fee to screeners to detect

aligyfand treatment, and who would facilitate them through

ow rate of follow-up and eliminate the unwillingness of

ening or full eye exams on large munbers of normal

the pressure off of schools, provide some incentive for

{government, third party payer, Mg
children who require further
the system. It would cut dgwn o
governmental agencies to
children. This model would t

providers to screen their young patients, and assure a more systematic way of identifying children
for follow-up care.
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Appendix A—Glolssary of Terms**

- Amblyogenic Risk Factors — Factors that contribute to or are the result of amblyopia;
may include strabismus, significant refractive error, or media opacities:.

Amblyopia — Reduced vision from lack of use in an otherwise normal eye. Also kno
as “lazy eye”.

Autorefractor — A new technology cdnsisting'of a small, portable light-vwgig
assessment system capable-of detecting refractive errors. The portable aut¥g
miniature version of refractors used in professional eye care practice

Binocular Coordination — The abﬂity to use both eyes together.

CPT Codes — Current Procedural Terminology codes which ar @ed by an editorial
branch of the American Medical Association. They are used as!an ards to interpret and
report medical procedures and services for billing purposes

Distance Vision — The ability to see clearly and comﬂ\ yond arm’s reach.

EPSDT — Early Periodic Screening Diagnosis an
health component to fit the standards of pediatric
and developmental needs of low-income chilg
Medicaid cover a very comprehensive sgt of b

nt; this 1s Medicaid’s child
d meet the physical, emotional,
cWyal guidelines require that
and services for children.

Eye/Hand Coordination — The ability to the eyes and hands together.

Eye Movement Skills — The abilitw the eyes correctly, move them smoothly across
apage, and shift them quickly aOu tely from one object to another.

Focusing Skills — The ability’
in order to see clearly a

ecp both eyes accurately focused at the proper distance
ocus quickly.

€,

Hyperopia — Also knO\? as “farsightedness” where objects that are near are unclear.
\ ‘

Incidence Rogl — Number of persons developing a condition within a period of time

divided by ¥ number at risk during that time. Tt describes the continuing

occurrengf of new W developing cases.

most common vision problem among school-age children; also known as
ss” where objects that are far away appear unclear.

Myopia —

ne

jon — The ability to se¢ comfortably at 10 to 13 inches.
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Ophthalmology - A branch of medicine specializing in the anatomy, function, and
diseases of the eye. |

Ophthalmologist — A medical doctor who specializes in eye and vision care.
Ophthalmologists are specially trained to provide the full spectrum of cye cay
- prescribing glasses and contact lenses to complex and delicate eye surgery. I
medical school and a one-year internship, all ophthalmologists spend at least thro®®ears
of residency in a hospital. Some ophthalmologists may sub-specialize in 8gpecific area
of eye care. '

‘Optometry — A health care field that specializes in examining, di:@trea ing, and
managing some diseases and disorders of the visual system, thg eye an®®ssociated

structures as well as diagnose related systemic conditions.

and external structure
1ggbn conditions. _
ccs as well as an optometry

Optometrist — A health care professional that examines t
. of the eves to diagnose eye diseases, systemic diseases,
Optometrists complete pre-professional undergraduate
residency. '

Opticians — Technicians trained to fit eyeglass Qames, and épntact lenses as
prescribed by an ophthalmologist or optometn MG They either complete a 2-year optician

degree and/or receive on-the-job training. not qualified to diagnose or treat eye
diseases.
Peripheral Awareness — The abjlity t0 are of things located to the side of the eyes

while looking straight ahead.

Prevalence Rate — Refers ¢ nuifber of persons in a group or population with a
 disease divided by the total ber of persons in the group. It is a snapshot of all cases.

Red-Green Color
colors cannot be distin
Red/Green colo
cent of cases where

c olor vision deficiency is a condition in which certain
ishcd, and is most commonly due to an inherited condition.

is by far the most common form and occurs in about 99 per
r vision deficiency exists.

Refractiye Errl — A category of vision problems that refers to a loss of visual acuity.
The 1o of acuity is due to improper light refraction as a result of the shape of the eye.
is a blurred image.” These types of errors are eye disorders.

ing _The use of quick and simple testing procedures to identify and separate
s who are apparently well, but who may be at risk of a disease, from those who
y do not have the disease.

nsitivity — Refers to the measure of a screening test that assesses the percentage of
hildren whose condition will be missed by the screening method. The lower the
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sensitivity, the more children with vision problems are missed and not referred for
appropnate follow up care. '

Specificity — Refers to the measure of a screening test that assesses the percentage of
false positives, i.e. those children who are referred for a condition that does not actu
‘exist. ‘

Stereo Vision—Refers to both éyes working together to provide visual perceptior
three dimensions; depth perception

Strabismus — Misaligned eye(s) that cither turn inward or outward. Q

Vision Problems or Abnormalities — A general term used to describe ad range of
vision related abnormalities that may include correctable conditions hear and
farsightedness, disorders, diseases, impairment, and blindness. ‘
Vision Impairment — The measured visual acuity of 20/70 or WSSC, ith correction, in
the better eye. Vision impairment means that a person’s ¢ annot be corrected to a
“normal” level. It 1s a loss of vision that makes it hard o sible to do daily tasks
without specialized adaptations.. Vision impairment sed by a loss of visual
acuity, where the eye does not see objects as clearly %1. It may also be caused by a
loss of visual field, where the eye cannot see as wiffle 8 a as usual without moving the
eyes or turming the head. % -
Visual Acuity — Clarity of sight, generally re o the ability to see things clearly
from a spectfic distance. ' ' ‘




" **The majority ol definitions are from
Libratry of Medicine/Medline Plus, Cen or Diseas@ Control and Prevention, American Academy of Pediatrics and National

Association of School Nurses Vision Scrtts Guidelines 2005 .
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APPENDIX B—RCW?28A.210.020-040

28A.210.020 , '
Visual and auditory sereening of pupils — Rules and regulations.

Every board of school directors shall have the power, and it shall be its duty

schools in their districts to ascertain which if any of such children have de
to retard them in their studies. Auditory and visual screening shall be
with procedures and standards adopted by rule or regulation of thgsty
Prior to the adoption or revision of such rules or regulations the sta
seek the recommendations of the superintendent of public ins#gction ro®a
administration of visual and auditory screening and the qualifj S of persons
competent to administer such screening.

[1971 ¢ 32 § 2; 1969 ex.s. ¢ 223 § 28A.31.030. Prior: § 1; Rem. Supp. 1941 §
4689-1. Formerly RCW 28A.31.030, 28.31.030.]

28A.210.030 &
Visual and auditory screening of pupils d of sereening — Forwarding of
records, recommendations and data.

The person or persons completing the ing prescribed in RCW 28A.210.020 shall
promptly prepare a record of th of each child found to have, or suspected of
having, reduced visual and/or au aCuity in need of attention, including the special
education services provided by R 28A.155.010 through 28A.155.100, and send
copies of such records and Ygommendations to the parents or guardians of such children
and shall deliver the origjg ds to the appropriate school official who shall preserve
such records and fogwar @ e superintendent of public instruction and the secretary of
health visual and audMygy N as requested by such officials.

(1991 c3 §289; TR c33§188; 1971 ¢ 32§ 3; 1969 ex.s. ¢ 223 § 28A.31.040. Prior:
1941 ¢ 202 § 2; Rem. Rupp. 1941 § 4689-2. Formerly RCW 28A.31.040, 28.31.040.]

/

28A721(°
and Fuditory screening of pupils — Rules and regulations, forms used in
ings, distribution.

u

perintendent of public instruction shall print and distribute to appropriate school
{ficials the rules and regulations adopted by the state board of health pursuant to RCW
A.210.020 and the recommended records and forms to be used in making and reportlng
such screenings.




0 1990 ¢33 §189:1973 ¢ 46 § 1. Prior: 1971 ¢ 48 §12; 1971 ¢ 32 § 4; 1969 ex.s. ¢ 223 §
- 28A.31.050; prior: 1941 ¢ 202 § 3; RRS § 4689-3. Formerly RCW 28A.3I.050, :

128.31.050.]

Notes:

Severability -- 1973 ¢ 46: "If any provision of this 1973 amendatory act, or its

application to any person or circumstance is held invalid, the remainder of the actgor the
application of the provision to other persons or circumstances is not affected.” ! 195 c 46

§5.]
Severability - 1971 ¢ 48: See note following RCW 28A.310.250. 0




- APPENDIX C—WAC 246-760

VISUAL ACUITY STANDARDS

WAC 246-760-070 What visual acuity screening equipment must be

used? Personnel conducting the screening must use a Snellen test chart for s for
distance central vision acuity. Either the Snellen E chart or the standard Sggllen distance
acuity chart may be used as appropriate to the child’s age and abilities. The\gst chart
must be properly illuminated and glare free.

Other screening procedures equivalent to the Snellen test maywnly if -
approved by the state board of health. '

[Statutory Authority: RCW 28A.210.200. 02-20-079, § 246- , filed 9/30/02,
effective 10/31/02. Statutory Authority: RCW 43.20.050. 051 (Order 124B),
recodified as § 246-760-070, filed 12/27/90, effective 1 tatutory Authority: RCW
28A.31.030. 87-22-010 (Order 306), § 248-148-121 é()ﬂﬁ/m_] :

WAC 246-760-080 What are the visual acuiing procedures? (1) Schools
shall: :

(a) Screen children with corrective le @ distance viewing with their corrective
Ienses on; '

(b) Place the results of screegagae, an crrals, and referral results in each student's
health and/or school record; anY
student’

(¢} Forward the results e s new school if the student transfers.

(2) If school personng % yrve a child with other signs or symptoms related to eye
problems and if the #mptoms negatively influence the child in his or her studies,
school personne, the child to the parents or guardians for professional care.

[ Statutory Authority: WCW 28A.210.200. 02-20-079, § 246-760-080, filed 9/30/02,
effective 10/31 /? Statutory Authority: RCW 43.20.050. 91-02-051 (Order 124B),
recodifygd as § ¥46-760-080, filed 12/27/90, effective 1/31/91. Statutory Authority: RCW
28A.RD30. 87-22-010 (Order 306), § 248-148-123, filed 10/26/87.]

46-700-090 What are the visual acuity screening referral
dures? Schools shall rescreen students having a visual acuity of 20/40 or less in
eith e as determined by the Snellen test or its approved equivalent within two weeks
oon as possible after the original screening. Failure is indicated by the inability to

dentify the majority of letters or symbols on the thirty foot line of the test chart at a
istance of twenty feet. :

Q Schools shall inform parents or guardians of students failing the second screening, in
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- writing, of the need and importance for the child to receive professional care.

[Statutory Authority: RCW 28A.210.200. 02-20-079, § 246-760-090, fited 9/30/02,
effective 10/31/02. Statutory Authority: RCW 43.20.050. 91-02-051 (Order 124B),
recodified as § 246-760-090, filed 12/27/90, effective 1/31/91. Statutory Authonty
28A.31.030. 87-22-010 (Order 306), § 248-148-131, filed 10/26/87.]

WAC 246-760-100 What are the qualifications for visual screening personn®® (1)
Screening must be performed by persons competent to administer screening pr: es

as a function of their professional training and background or special trai
demonstrated competence under supervision.

(2) Technicians and nonprofessional volunteers must have adequajg™gparation and
thorough understanding of the tests as demonstrated by their perform¥gce g8der

supervision @
(3) Supervision, training, reporting and referral shall be the onsibility of a
- professional person specifically designated by the school a mPation. He or she may
~be a school nurse or public health nurse, a special educa her or administrator who
possesses basic knowledge of the objectives and meth ual acuity screening,
supervisory experience and ability, demonstrated abi&teach others and demonstrated
capacity to work well with people.

(4) Screening may not be performed by o ONNgists, optometrists, or opticians or
any individuals who may havé a conflict of in

[Statutory Authonity: RCW 28A.210.2008E-20-079, § 246-760-100, filed 9/30/02,
effective 10/31/02. Statutory Authgrjty: R: 43.20.050. 91-02-051 (Order 124B),
recodified as § 246-760-100, filed 7790, effective 1/31/91; Order 63, § 248-144-150

(codified as WAC 248-148—1500 /1/71.]




APPENDIX D—SHB1951

SUBSTITUTE HOUSE BILL 19851

AS AMENDED BY THE SENATE

Passed Legislature - 2005 Regular Session ‘
State of Washington 59th Legislature 2005 Regular Session
By House Committee on Education (originally sponsored by
Representatives Quall, Talcott, Haler, Morrell, Campbell,
O'Brien,Bankins, Kagi and McDermott)

READ FIRST TIME -03/07/05.

[

AN ACT Relating to vision exams for school-aged children; a
2 creating new sections.
3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF WAS 3
4 NEW SECTION. Sec. 1. The legislature finds that:
5 (1) Vision is one of the primary senses used in ly learning
6 process; .
7 (2) Vision problems affecting preschool and sch®gl~™ children can
8 impact a child's ability to learn;

9 (3) Economically disadvantaged children have ccess to health
10 care and therefore, may have a proportio
11 having undiagnosed vision problems that

12 learn;

Eabilities; and
15 (5) Current screening for visual a t distance is insufficient
16 to detect all vision defects.
17 NEW SECTION. Sec. 2. (1) The de
p. 1 SHE 1951.PL
a work group to réevaluatediipgpal WEeening of children in public
schools and make any recomm¥ egarding changes te the rules.
In developing its recommendz¥bns, the work group shall, at a minimum:
(a) Consider the benefits of qgmplete eye exams on public school
children;
(k) Consider when visua
should take place i
order to ensure ghil
9 environment;
10 {c) Conside

f health shall convene

cening, complete eye exams, or both
ol or kindergarten through high school in
hre best prepared for the learning

12 {2} In develop the recommendations, the department of health
13 shall consult wi the office of the superintendent of public
14 instruction,gthe state board of health, the optometric physicians of
15 Washingtonﬁnd the Washington academy of eye physicians and surgeons.
he work group shall make 'a preliminary report to the
lature and the state board of health by December 1, 2005. The
oup shall make final recommendations to the legislature and to
board of health by December 1, 2006.

{ If specific funding for this act is not referenced by bill or

apter number in the biennial omnibus appropriations act by June 30,

22 5, this act is null and void. --- END ---SHB 1951.PL p. 2
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APPENDIX E—Comparison of Comprehensive Exams vs. Screenin

- A Comparison of Elements of Screening vs. Comprehensive Exams

According to the U.S. Preventive Services Task Force Guide to Clinical Pre @

Services (3) the following is a comparison of the elements of each:

Comprehensive Vision Exams

Vision Screeni

Conducted by ophthalmologist or
optometrist :

Conducted by a wide rangg o

professionals from publasgea
non-professional voN @ 0
technicians

Ocular history

May include an short of a complete
eye exam '

Medical history

greatly

Family ocular and medical history

Unaided acuity test

Best-corrected acuity test

External ocular exam

Internal ocular exam

{1 Pupillary responses

Binocular function

Accommodation and convergence

Color vision

Diagnosis

Recommendations
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Amblyogenic Risk  Factors that contribute to or are the result of amblyopia; may,

APPENDIX E—Glossary of Terms** | Qé: |

Factors - strabismus, significant refractive error, or media opacities.

Amblyopia Reduced vision from lack of use in an otherwise normal gye. Also
known as “lazy eye™.

Autorefractor A new technology consisting of a small, portablg lig 11 S10T
assessment system capable of detecting refractive % Th&portable
autorefractor 1s a miniature version of refragtors useW#professional
eye care practices.

Binocular The ability to use both eyes together.

Coordination - '

CPT Codes - Current Procedural Terminology cod®ywhich are developed by an
editorial branch of the American Vio™wil Association. They are used
as standards to interpret and ry yedical procedures and services for

billing purposes. _

Distance Vision The ability to see clear] &nfortab]y beyond arm’s reach.
Eye/Hand o The ability to use d hands together.
Coordination '
chusing Skills The ability ves accurately focused at the proper distance

' ; in order to scWfflearly and change focus quickly.
Near Vision The M sce comfortably at 10 to 13 inches.
Ophthalmolbgy A f medicine special.izing in the anatomy, function and

s fthe eye. :

medical doctor who specializes in eye and vision care.

hthalmologists are specially trained to provide the full spectrum of
eve care, from prescribing glasses and contact lenses to complex and

, delicate eye surgery. In addition to medical school and a one-year
internship, all ophthalmologists spend at least three years of residency
in a hospital. Some ophthalmologists may sub-specialize in a specific
area of eye care.

Ophthalmologist

etry A health care field that specializes in examining, diagnosing, freating

: and managing some diseases and disorders of the visual system, the eye
and associated structures as well as diagnose related systemic
conditions.
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N Optometrist

Opticians

Red/Green Color
Deficiency '

Refractive Error

Screening

Stereo Vision
_Strabismus
" Vision Problems or

Abnormalities

Vision Impairment

Visual A ty
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A health care professional that examines the internal and external
structure of the eyes to diagnose eye diseases, systemic diseases, and
viston conditions. Optometrists complete pre-professional
undergraduate degrees as well as an optometry residency.

Technicians trained to fit eyeglass lenses, frames, and contact lenses
prescribed by an ophthalmologist or optometrist. They either complet
a 2-year optician degree and/or receive on-the-job training. Theydgre
not qualified to diagnose or treat eye diseases.

Color vision deficiency is a condition in which certain dgg
distinguished, and is most commonly due to an inherited ¢d .
Red/Green color blindness is by far the most co orm an® occurs
in about 99% of cases where color vision deficienc

A category of vision prObIQI"llS that refersto al al acuity. The

loss of acuity 1s due to improper light refractiofgafla gsult of the shape .

of the eye. The result is a blurred image. Th¥ge s of errors are eye
disorders.

The use of quick and simple testing s to identify and separate
persons who are apparently well, hii€'w dy be at risk of a disease,
from those who probably do not e disease.

Refers to both eyes workang 10 o provide visual perception in
three dimensions; depth p 401 '

Misaligned eye(s) inward or outward.

A general term used t&gescribe a broad range of vision related
abnormalitie t may Miclude correctable conditions such as near and
farsightedness rders, diseases, impairment and blindness.

@ al acuity of 20/70 or worse, with correction, in the
better e On impairment means that a person’s eyesight cannot be
‘normal” level. It is a loss of vision that makes it hard or
impoMgle to do daily tasks without specialized adaptations. Vision

i t may be caused by a loss of visual acuity, where the eye

dgfs not see objects as clearty as usual. It may also be caused by a loss
ol visual field, where the eye cannot see as wide an area as usual
without moving the eyes or turning the head,

» Clarity of sight, generally referring to the ability to see things clearly

from a specific distance.

ty of definitions are from the American Academy of Ophthalmology, American Optometrists Association, National
edicine/Medhine Plus, Centers for Disease Control and Prevention, American Academy of Pediatrics and National
School Nurses Vision Screening Guidelines 2005 .




